in which they compared transcricoid injection of lignocaine with the traditional "spray as you go" technique. They found the transcricoid technique to be more effective.
On reading the "Methods" section of the paper, one finds that both groups of patients received topical anaesthesia with lignocaine, but that the location and timing of administration differed. Patients who received transcricoid anaesthesia had lignocaine delivered to the subglottic space in an anteroom several minutes before the passage of the bronchoscope, whereas the other group of patients received a topical application of lignocaine to the upper surface ofthe vocal cords about 1 l/2 minutes before the bronchoscope was passed between the cords. There were further applications to the bronchi during the procedure.
In these circumstances it is not surprising that the group given transcricoid anaesthesia should cough less. It is likely that the lignocaine which was introduced into the trachea would spread widely in the bronchial tree during the coughing bout which followed the injection. It is also likely that the lignocaine would anaesthetise the inferior and medial surfaces of the vocal cords as it was removed from the bronchial tree by coughing and ciliary action. The bronchoscope is in contact with these surfaces of the vocal cords during bronchoscopy, but the "spray as your go" method would have anaesthetised only the upper surface of the cords. In the absence of any subglottic anaesthesia, one would expect the patient to cough and experience discomfort as the bronchoscope was passed into the unanaesthetised trachea and bronchial tree.
We have evolved a non-invasive technique for the instillation of local anaesthesia into the subglottic space and trachea. It is our practice to anaesthetise the nose and the upper surface ofthe vocal cords by the techniques described by Dr Webb and colleagues. We then position the bronchoscope directly above the vocal cords and we introduce 2-4 ml of 4% lignocaine as a bolus during inspiration. This enters the trachea and main bronchi and produces a cough similar to that occurring after transcricoid injection of lignocaine. We then wait two to three minutes before proceeding with the bronchoscopy and we find the operating conditions to be as good as those described after transcricoid lignocaine.
Our technique avoids a transcricoid injection but it has two potential disadvantages. Firstly, it may add one to two minutes to the duration of the bronchoscopy; we find this to be an acceptable delay. Secondly, our technique requires an experienced bronchoscopist to guarantee subglottic placement of the lignocaine. In difficult cases where both hands are required to optimise the position of the bronchoscope, we get an assistant to introduce the subglottic bolus of lignocaine while we observe the vocal cords through a lecturescope or on a video monitor.
We would therefore agree that transcricoid injection of lignocaine may have certain advantages, especially as it will achieve good anaesthesia of the glottis and trachea for trainee bronchoscopists. We suggest that experienced bronchoscopists might prefer to administer anaesthesia by the above noninvasive technique at the cost of a slight increase in operating time. We read with interest the article by Dr A R Webb and others (June 1990; 45:474-7 hypodermic needle is bent aseptically about 45' at a point 1 cm from the tip with a cap of the needle. A bent needle, attached to a 5 ml syringe containing 3 ml of anaesthetic, is inserted perpendicularly into the trachea through the cricothyroid membrane. Easy aspiration of air confirms that the needle is within the tracheal lumen. Then the syringe is directed cephalad at an angle of about 90' while air is aspirated and the needle is advanced about 0 5 cm. This procedure makes the bent part of the needle parallel to the anterior wall of the trachea (figure). Thus there is no possibility of traumatising the trachea or dislocating the needle while the anaesthetic is instilled even if the patient coughs persistently.
We have used this technique for more than 20 years before endotracheal intubation and also for instillation of saline or mucolytic agents for treating and preventing post 
CORRECTION
The hyperimmunoglobulinaemia E and recurrent infections syndrome in an adult
In the paper by J-P L'Huillier et al (September 1990; 45:707-8) , the 4th line from the end of p 707 should read "(0-54 x 109/1)...."
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